A B S T R AC T
Infective endocarditis is a serious septic disease that can be life threatening unless effective therapy is instituted following the correct diagnosis. The complication of septic embolism and mycotic aneurysm in patients with infective endocarditis may increase morbidity and mortality. We present a case of peroneal artery aneurysm with coincident double native heart valve endocarditis in a patient.
I N T R O D U C T I O N
Infective endocarditis (IE) is a serious septic disease that can be life threatening unless effective therapy is instituted following the correct diagnosis. Regardless of the developments and improvements in diagnostic and therapeutic methods, the clinical diagnosis of IE is sometimes difficult and the annual incidence, morbidity, and mortality rates are still relatively high [Nakatani 2003 ]. Among IE causing pathogens, Staphylococcus aureus endocarditis has a higher mortality than endocarditis caused by most other microorganisms. Overall mortality associated with Staphylococcus aureus bacteremia ranges from 11.9% to 46.52% [Mylotte 1987 ]. The complication of septic embolism and mycotic aneurysm in patients with infective endocarditis may increase morbidity and mortality [Lin 2000 ]. Since antibiotics have been widely used in the treatment of bacterial endocarditis, mycotic aneurysms caused by septic emboli have become extremely rare [Kreidy 2006 ]. Peripheral mycotic aneurysms can occur when septic emboli lodge in either the lumen or the vasa vasorum of a peripheral vessel [Akers 1992 ]. This case is interesting in several aspects: there were no clinical findings of peroneal artery aneurysm or IE, the patient received physical therapy for 3 months because of leg pain, and the endocarditis developed following rheumatoid valve insufficiency. Mycotic aneurysms, especially in the popliteal artery and its branches, are relatively rare (1%-2%) [Huang 2004 ].
C A S E R E P O R T
A 37-year-old man presented to the cardiology department with complaints of shortness of breath, palpitation, pain, and tenderness in the right calf. The patient history was unremarkable regarding any chronic diseases. He had received physical therapy for 3 months because of persistent right leg pain. His physical examination revealed a systolodiastolic murmur, and an increase in temperature of the lateral aspect of the right lower extremity with accompanying respiratory insufficiency. Peripheral pulses were palpable in the right lower extremity. His echocardiography revealed severe aortic and mitral insufficiencies with vegetations on mitral valve anterior leaflet (dimensions: 1.6 × 2 cm) ( Figure 1A ). Magnetic resonance imaging ( Figure 1B ) studies revealed an aneurysm in the right peroneal artery (dimensions: 6 × 8 cm). He had neither an evidence of underlying heart disease nor any history of intravenous drug abuse or hospitalization. The patient was given antibiotic therapy and was then transferred to the operating room with the diagnosis of IE. We performed emergency surgical treatment. The patient underwent aortic valve replacement (St. Jude 19) and mitral valve replacement (St. Jude 29) with extracorporeal circulation. The right lower extremity was exposed from the lateral side and the aneurysmal sac of the peroneal artery was excised.
As there was no deficit of pulsation, and the artery was inappropriate for anastomosis, proximal and distal ends of the peroneal artery were ligated. The mitral and aortic valves were sent to histopathology and microbiology examination following removal (Figures 2 and 3) . Methicillin-resistant Staphylococcus aureus was cultured in samples from both the aneurysmatic artery and the valves. The patient was given antibiotic therapy and was discharged on postoperative day 34. There were no abnormal findings in his 3rd and 9th month controls.
D I S C U S S I O N
IE is characterized by colonization or invasion of the heart valves or the mural endocardium by a microbe, leading to the formation of bulky, friable vegetations composed of thrombotic debris and organisms, often associated with destruction of the underlying cardiac tissues. The aorta, aneurysmal sacs, other blood vessels, and prosthetic devices can also become infected. The central nervous system has been the most frequently reported site of embolism, followed by the extremities [Lin 2000 ]. Mycotic aneurysm and thromboembolism has been reported more often in patients with IE. Mycotic aneurysms were first described by Osler in 1885 in his discussion of bacterial endocarditis. A mycotic aneurysm is a dilatation of an arterial wall resulting from infection from bacterial or fungal contamination that can develop from the seeding of the vasa vasorum in septicemia, septic remobilization in bacterial endocarditis, or direct extension from infection of the adjacent tissues [Rubery 1995] . Most peripheral aneurysms, especially mycotic aneurysms, are from embolic lodging from bacterial endocarditis [How 2006 ]. The incidence of mycotic aneurysm has markedly decreased with aggressive treatment with antibiotics and valvular replacement surgery in bacterial endocarditis [Akers 1992 ]. The management of the mycotic aneurysms should be individualized. Most mycotic aneurysms required surgical treatment. Simple ligation of the peripheral aneurysm is recommended in cases with adequate collateral circulation. Another choice is extra anatomic bypass of the infected region using a prosthetic graft. This is an unusual case of a patient operated on for a peroneal artery aneurysm with coincident double native heart valve endocarditis. A B A B
